Richter hernia results from herniation of the antimesenteric wall of the bowel without compromising its lumen. Insidious onset and misleading symptoms lead to delay in diagnosis and a high mortality. We report a case of Richter hernia, after ventriculoperitoneal shunt placement which was later reduced and the defect closed laparoscopically.
A shunt series reported "mild kinking" of the tube, however demonstrated abnormal bowel gas patterns consistent with small bowel obstruction. Subsequent computed tomography scan of the abdomen demonstrated "mild to moderate gaseous and fluid distention of multiple loops of small bowel with a focal transition point near the ventriculoperitoneal shunt catheter entrance likely due to an adhesion" (Figure 1) . Pneumatosis of the duodenum and proximal bowel and scattered foci of possible portal venous gas were also noted. There was not an obvious herniation of the small bowel.
Because of the concern for a mechanical small bowel obstruction due to the VP shunt insertion, the patient was taken to the operating room urgently. Diagnostic laparoscopy was performed, and a loop of small bowel was seen to be herniated through the anterior abdominal wall at the site of the VP shunt surgical site (Figure 2) . The bowel appeared viable and was reducible with minimal traction. A significant fascial defect was noted around the VP shunt tube (Figure 3) , which was closed with interrupted nonabsorbable sutures using the laparoscopic technique. The peritoneal end of the shunt was observed to remain functional after this repair. The bowel that had initially appeared congested rapidly returned to normal appearance and peristalsis. The pneumatosis and small amount of portal venous gas were felt to be benign findings (Figure 4) .
The patient made an uneventful recovery and was discharged on postoperative day 2 tolerating oral intake. His follow-up visit 2 weeks after discharge was unremarkable for complications. Since then, he has been seen by his primary care physician, with no complaints related to his surgery. obstruction can be absent, but the involved part of the bowel can become rapidly gangrenous, with a resultant high mortality rate. 1, 2, 3 Fortunately, mortality has significantly decreased from 62.2% in the first observed cases about 400 years ago to 17% as observed by Steinke and Zellweger's series in 2000. 4 Compared with other hernias, Richter hernias have greater preoperative delay, rate of bowel resection, and complication and mortality rates. 1 Common sites are the femoral and inguinal rings and locations of incisional trauma. 3 Richter hernia is a rare complication of laparoscopic surgery, 5 with trocar sites being an area of potential susceptibility. 2,5 It has been described at a drain insertion site 6 and has been reported at a trocar site into a deep preperitoneal space despite fascial closure. 7 No reports of a Richter hernia after a VP shunt surgery have been published. Instances of herniation associated with drain or trocar sites have occurred only after the removal of the drain or trocar. A number of inferences can be made given the unusual nature of this case. Although incarceration of the small bowel was suspected preoperatively in our patient, a Richter hernia was discovered only on surgery:
1. The hernia occurred alongside a functioning VP shunt. This is significant in that the presence of a tube in situ might 
CONCLUSIONS
Richter hernia is a rare and potentially grave complication seen where small fascial defects secondary, i.e previous drain sites, to laparoscopic trocar sites or small laparotomy incisions are present.
Our case highlights how a laparoscopic approach can be a useful adjunct to the management of VP shunt-related complications including Richter's hernia.
